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Petrolagar* with Cascara 


Stubborn cases of constipation usually yield to Petrolagar with Cascara. 

This preparation provides sufficient laxative effect to help restore 
normal bowel habit in chronic cases, yet it is mild enough for use in 
obstetrical cases. Each tablespoonful contains 13.2% of non-bitter 
aqueous extract of Cascara Sagrada. 

The dose of Petrolagar with Cascara is one tablespoonful two to three 
times daily—gradually diminished. It has the advantage of exceptional 
palatability and continued effectiveness despite prolonged use. 

Petrolagar with Cascara is available in 16 ounce bottles at all pharma- 
cies and in the special Hospital Dispensing Unit at hospitals. 


S 


*Petrolagar—The trademark of Petrolagar Laboratories, Inc., 
for its brand of mineral oil emulsion—liquid petrolatum 65cc. 
emulsified with 0.4 Gm. agar in a menstruum to make 100 cc. 








Petrolagar Laboratories, Inc. ¢ 8134 McCormick Boulevard ¢ Chicago, Illinois 
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CARCINOMA OF THE RIGHT COLON 


ITS DIAGNOSIS AND PRINCIPLES 
OF TREATMENT 


LELAND S. McKittrick, M.D. 
205 BEACON STREET, Boston, MASSACHUSETTS 


Cancer involving the cecum, ascending colon, 
hepatic flexure, and first third of the transverse 
colon usually is and should be considered separately 
from that of the distal half of the large bowel. 
This concept has more than a clinical basis. Phy- 
siologically the right half of the large intestine has 
as its prime function absorption, whereas that on 
the left acts largely as a reservoir for the temporary 
storage of waste material. Anatomically its blood 
supply is from the superior mesenteric vessels 
through the ileo-colic, right, and middle colic arter- 
ies. The left colon receives its supply from the 
inferior mesenteric artery, the left colic branch 
of the latter, anastomosing freely with the middle 
colic branch of the superior mesenteric artery. 
Pathologically most carcinomata of the right colon 
are large, fungating lesions tending only late to 
constrict the bowel lumen. This is in contra-dis- 
tinction to the small, scirrhous, constricting growths 
more commonly seen on the left. 


Symptoms 

The symptoms of cancer of the right colon are 
variable and in many instances would seem to bear 
no direct relationship to the intestinal tract. The 
presence of large fungating tumors, often with 
necrotic centers, in that part of the large bowel 
where absorption is rapid may result in early con- 
stitutional symptoms such as weakness, malaise, 
and symptoms secondary to the anemia which in 
many instances is out of proportion to blood loss. 
Moreover, the obstructive symptoms so commonly 
associated with cancer of the large bowel may be 
entirely absent, due to the large calibre to the in- 
testine on the right, the non-obstructing character 
of the growth, and the fluid character of the bowel 
content. 


From the Surgical Services of the Massachusetts Gen- 
eral Hospital. 

Read at the one hundred and thirtieth Annual Meeting 
HP Rhode Island Medical Society, Newport, May 29, 


It is important to remember that ten months have 
elapsed between the onset of symptoms and opera- 
tion in the patients entering the Massachusetts 
General Hospital between 1910 and 1941. There- 
fore the presenting symptoms at entrance may and 
in fact do vary from the symptoms first noted. 


TABLE I 
I'trst SYMPTOMS IN 179 CASES OF CANCER 
OF THE RIGHT CoLoNn 
MASSACHUSETTS GENERAL HosPITAL 

















Symptom Cases Per cent 

Pain 99 55.3 

Abdominal cramps : 21 11.7 

Weakness 22 12.3 

Constipation only ....... 8 4.5 

Miscellaneous 29 16.2 
TOTAL 179 





Pain was the chief complaint in 81 per cent of 
the 179 patients (Table I) on entrance to the 
hospital, whereas it was the first symptom in only 
67 per cent of this same group. This pain may be 
and frequently is of two kinds: (1) Local, at first 
intermittent and “stabbing” in character, later it 
becomes more or less constant. This pain is not 
severe and, being due to local irritation from the 
growth, is located directly over it. (2) The typical 
colicky, peristaltic pain of the obstructive type 
was described in only 12 per cent of these patients. 
It is usually across the lower abdomen unless 
the lesion is at or in relation to the ileocecal valve. 
However, as the obstruction becomes more marked, 
this finally results in what amounts to an obstruc- 
tion to the terminal ileum, and resulting cramps 
therefore are of the small bowel type and are 
located at or above the umbilicus. 

Weakness, usually associated with or due to a 
severe secondary anemia, was the earliest symptom 
in 12 per cent of the cases studied. 

Palpable mass. It is of interest and of no little 
significance that patients not infrequently went to 
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their physician because of a little local soreness and 
the finding of a slightly tender but otherwise symp- 
tomless mass in the right abdomen. 

Diagnosis 

I once heard Dr. E. P. Richardson say, “If I 
were to have a cancer of the intestine, I should 
choose the right colon providing the doctor to whom 
I went would make the diagnosis.” In that sen- 
tence Dr. Richardson in a personal way emphasized 
the fact that the right colon is the most favorable 
location for a good cancer operation, but that 
cancer in this location is insidious in onset and the 
diagnosis usually made late. 

Only by thinking in terms of cancer of the bowel 
can even the alert physician make an early diag- 
nosis. Persistent or recurrent abdominal pain, un- 
explained anemia or weakness, with or without a 
change in the normal bowel habits of the individual 
may be due to and should suggest a malignant lesion 
of the right colon. Such a diagnosis may be difficult 
to confirm, and any patient under suspicion can be 
properly studied only in the hospital. Diagnosis 
will be made from a detailed history, careful and 
repeated examinations of the abdomen and of the 
pelvis (a palpable mass was present in 80 per cent 
of the patients studied and at times a cancer of the 
cecum is in the pelvis and felt on pelvic examina- 
tion rather than through the abdomen). Digital 
examination of the rectum and a sigmoidoscopic 
examination are essential to a complete investiga- 
tion of the large bowel. The blood should be ex- 
amined to determine the presence or absence of 
anemia and at least 3 stools should be examined for 
occult blood. The presence of a definitely positive 
guaiac test is indication of bleeding from the gas- 
tro-intestinal tract and if possible its source should 
be ascertained. One or more negative tests do not 
exclude an ulcerating lesion since the guaiac was 
positive in only 55 per cent of the 101 cases in which 
it was done. X-ray examination of the bowel by ba- 
rium enema is the most important single diagnostic 
procedure and in experienced hands has been highly 
accurate in recent years. A positive diagnosis was 
made in 93 per cent of the patients operated upon 
at the Massachusetts General Hospital during the 
past 9 years. This is in contrast to an accuracy of 
only 86 per cent in the preceding years. So high a 
degree of accuracy can be obtained, however, only 
after thorough cleansing of the bowel to permit the 
careful study of the mucosal outline by fluoroscopic 
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examination at the hands of experienced radiol- 
ogists. The instillation of a large amount of barium 
by a technician and the taking of a film to be later 
interpreted by a visiting radiologist is to be con- 
demned. It is to be noted that even under the best 
conditions and in the most experienced hands cer- 
tain (7 per cent) of the cases of cancer of the 
right colon must be operated upon without the con- 
firmation of a diagnosis by X-ray. If this is true 
in those cases studied under the most ideal condi- 
tions, how much more commonly it must be true 
after the less carefully executed examinations in 
the hands of the inexperienced. It is important, 
therefore, never to accept a negative barium enema 
as precluding such a diagnosis. It is unnecessary, 
I know, to state that under no conditions should 
barium be given by mouth to a patient under suspi- 
cion of having a lesion in the large bowel until 
careful studies have first been made by barium 
enema. This is important for two reasons: first, 
the giving of barium by mouth may completely 
obstruct the large bowel if a carcinoma should be 
present and may even precipitate an emergency 
operation; secondly, it will always tremendously 
complicate the problem of adequate cleansing of the 
bowel prior to resection. Moreover, it is impossible 
to study the large bowel by barium given from 
above. 

The hyperplastic type of tuberculosis most com- 
monly seen in the ileocecal region, Hodgkins’ dis- 
ease involving the bowel, and appendix abscess are 
the more important lesions most frequently con- 
fused with cancer of the right colon. Since a right 
colectomy for either of the first two is good treat- 
ment, the importance of distinguishing between 
either of these and cancer becomes more or less aca- 
demic. Not so, however, in the case of appendix 
abscess. Unfortunately an accurate differential 
diagnosis between abscess and cancer is at times 
impossible. I have seen several such cases in the 
hospital and have recently had a fatal case of my 
own where the pathologist, with the bowel removed 
from the abdomen and on the’ post-mortem table, 
was in error until he had actually broken through 
the mass into the lumen of the bowel and was un- 
able to demonstrate the cancer that he thought 
was present. If from history, physical findings, and 
X-ray examination an accurate diagnosis cannot be 
made, it is better to consider the lesion as malignant 
and do an ileo-transverse colostomy without ex- 
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ploration than to make a direct attack upon the mass 
in the hope of being able to decide without breaking 
into the highly infected area. 


Treatment 


It is not the purpose of this discussion to go into 
the details of operative treatment. There is no 
disagreement between surgeons of experience as to 
the character of operation : 6 to 8 inches of terminal 
ileum, the entire right colon to a point well beyond 
the hepatic flexure, together with the mesentery, its 
vessels and lymphatics, are removed and an anas- 
tomosis done between the terminal ileum and trans- 
verse colon. With complete agreement in the above 
principle, there is wide disagreement in the details 
of this procedure. Should the operation be done in 
one or two stages? Should the surgeon do an end- 
to-end, an end-to-side, or a side-to-side anastomo- 
sis? Or should a Mikulicz' type of operation be 
carried out? 

In common with most opinions, the writer 
strongly favors some form of anastomosis rather 
than the Mikulicz procedure for this part of the 
large bowel. A long and close association with the 
late Dr. D. F. Jones resulted in an early preference 
for the resection in one stage. However, the suc- 
cessful removal of extensive lesions in poor-risk 
patients upon whom I have felt sure a one-stage 
operation could not have been successfully accom- 
plished, and the insistence of Allen* and others 
that the two-stage operation was the safer proce- 
dure, has resulted in the gradual elimination of the 
operation in one stage except in selected young, 
good-risk cases without obstruction. This prefer- 
ence has been reached in spite of the objections 
which are readily raised to any two-stage proce- 
dure: two anesthesias, two laparotomies, a longer 
period of hospitalization, and others. How can I 
feel otherwise when I compare my own results after 
the one and two-stage procedures? (Table II) 

At the Massachusetts General Hospital the re- 
sults are not so strikingly shown. (Tables III and 
IV). It must be noted, however, that whereas the 
mortality of the two-stage procedure in this group 
does not show such a marked decrease over that of 
the one-stage operation, the operability has been 
increased nearly 10 per cent; moreover in earlier 
years when the one-stage operation was the ac- 
cepted procedure, most of the operations were done 
by the senior members of the staff, whereas at the 
present time most of the operations, particularly 
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those done in two stages, are done by the junior 
members of the staff including the surgical resi- 
dents. 

From a careful study of these records it is there- 
fore my impression that the adoption of a two- 
stage procedure has made it possible to operate 
upon certain poor-risk and advanced cases which 
could not have been successfully operated upon in 
one stage, and that it has brought within the range 
of less experienced surgeons an important surgical 
procedure. In the hands of men of more than aver- 
age experience it has definitely lowered the opera- 
tive mortality. 


TABLE II 


Mortaity —- ONE AND Two STAGE RESECTIONS 
Private CASES 
1932 — 1941 
Cases Mortality 











One Stage 11 27.3% 
Two Stage 17 5.9% 
Tora 28 14.3% 





Operability 74.4 per cent 


TABLE III 


Morratity — ONE AND Two STAGE RESECTIONS 
MASSACHUSETTS GENERAL HospitaL — 1910 - 1932 











Cases Mortality 
One Stage 37 29.7% 
Two Stage 3 0 
TROPA cy tem Ss, Nae ar AE. 40 27.5% 


Operability 49.4% 
TABLE IV 


MortaLity — ONE AND Two STAGE RESECTIONS 
MASSACHUSETTS GENERAL HospitaL — 1932 —- 1941 








Cases Mortality 
One Stage 21 30.0% 
TWO Stage occ 33 21.2% 
ROAR ros yet oor li | 25.9% 


Operability 66.3% 


Pre-Operative Study and Preparation 
for Operation 


Aside from the careful evaluation of the cardio- 
vascular background of the patient, the degree of 
anemia and the nutritional state represent the two 
most important aspects of the pre-operative study 
and preparation of the patient. Half of our patients 
have a moderate to marked anemia. Their nutri- 
tional state is very apt to be disturbed. The former 
is readily discernible by a study of the red blood 
count and hemoglobin, and determination of the 
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level of the serum protein may be helpful in the 
latter. While a relatively normal level of serum 
protein does not mean that the protein reserves 
may not have been depleted, diminution of the level 
of serum protein to 5.5% or below may be taken 
as positive evidence that the patient is suffering 
from abnormal protein loss, inadequate food intake 
or improper absorption. It would seem fair to sup- 
pose that included in this’state of malnutrition is a 
generalized vitamin deficiency. It is therefore our 
policy by transfusion, single or multiple, to bring 
the red count and hemoglobin in all patients to 
approximately normal level before resection is 
done. Patients are placed on a diet relatively low 
in residue, and high in protein and carbohydrate. 
Patients are also placed on high vitamin intake, 
particularly vitamin-C and the B complex. Depend- 
ing upon the patient’s previous diet and condition 
at admission, 200 to 300 milligrams of cevitamic 
acid and the B complex in the form of 9 Brewer’s 
Yeast tablets or corresponding amounts of the 
concentrated products are given daily. 
Principles of Surgical Technique 

If a one-stage operation is contemplated, a Miller- 
Abbott tube as suggested by Whipple* should be 
introduced 36 hours before operation in order that 
it may have plenty of time to pass through the 
pylorus and be well down toward the terminal 
ileum at the time of operation. If a two-stage oper- 
ation is contemplated, the average patient will be 
ready for operation within 5 to 7 days of admission 
to the hospital. Only rarely should operation be 
undertaken after a short interval of time. If the 
patient enters with definite obstruction, even of 
only moderate degree, the Miller-Abbott tube 
should be promptly passed and the obstruction 
relieved. It is important to realize that once the 
tube has passed the pylorus, the feeding of the 
patient may be started immediately*. Only in rare 
instances will the obstruction be so complete that 
emergency surgery is indicated. It should be re- 
membered that a cecostomy as an emergency pro- 
cedure for a lesion for which a right colectomy is 
to be done complicates a good deal the second 
procedure, although it is equally important to real- 


ize that there is no contra-indication to a cecostomy - 


if the degree of obstruction makes it imperative 
and the cecum is not involved with the growth. 
Since the only object of such a procedure is imme- 
diate relief of the distended obstructed cecum, it 
can frequently be more safely and more easily 
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accomplished by delivering a distended appendix, if 
such is found, through the incision. After closure 
of the wound around it, a catheter can be easily 
placed into the bowel through its lumen. The two- 
stage procedure can then be carried out deliberately 
as in the unobstructed bowel. 

In the two-stage procedure the first operation 
should be done through a paramedian incision to 
the left of the umbilicus. The liver is explored at 
the first operation, but only a minimum of explora- 
tion is carried out in relation to the growth. Every 
effort should be made at this operation to avoid un- 
necessary intra-abdominal trauma and thus to pre- 
vent the development of adhesions in the right side 
of the abdomen. Without placing any gauze in the 
abdominal cavity a lateral anastomosis (Fig. 1) is 
made between the terminal ileum about 8 to 12 
inches from the ileo-cecal valve and the transverse 
colon, usually just to the right of midline. Fine 
catgut makes a satisfactory suture, though if this 
is used nothing heavier than a No. 00 should be 
used. No. 000 or even No. 00000 may advantage- 
ously be used in the outside layer. The underneath 
surface of the omentum is then carefully tacked 
down along the suture line, using interrupted fine 
silk for this manoeuvre. 

The second stage may be done in from 2 to 3 
weeks after the completion of the first stage. | 
prefer a 3-week interval in most cases for the fol- 
lowing reasons: (1) the healing of the anastomosis 
is more solid and complete ; (2) the additional week 
makes it possible to improve greatly the nutritional 
state of the patient because of the more adequate 
diet and the added vitamin intake. 

Either a right paramedian or, as the writer pre- 
fers, a muscle-splitting incision on the right is used 
for the second stage. The entire right colon is freed 
and the terminal ileum and transverse colon divided 
close to the anastomosis so that when the ends are 
turned in practically no blind loop remains on either 
segment of bowel. Great care must be taken in 
dividing the mesentery to make certain that ade- 
quate blood supply remains to the anastomosis. 
Because the blood supply to the colon is variable, 
it is my custom never to do an anastomosis or to 
close in a blind end unless I am certain that there 
are pulsating vessels at the point of division. This 
can usually be determined on careful observation 
of the small mesenteric vessels, but if their pulsa- 
tions cannot be seen, one can easily divide one of 
the smaller vessels near the bowel before a clamp is 
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applied. This is an untidy but a practical way of 
making certain of the adequacy of the blood supply. 

















Fig. 1. Diagrammatic drawing showing location of in- 
cisions. The entire right colon between the dotted lines 
near the anastomoses is removed. It is important that 
~ bowel be transsected close to the previous suture 
ine. 


The closure of the right gutter is always unsatis- 
factory, but in nearly every instance it can be ac- 
complished with reasonable satisfaction particu- 
larly if care has been taken at the first stage and 
there are not a great many adhesions and a good 
deal of fixation around the line of anastomosis. 
Drainage through a stab wound well out in the 
right flank is used only in case the right gutter is 
moist. If bleeding has been completely controlled 
and the field is dry, I can see no reason for drain- 
age. If, on the other hand, there is an excess of 
oozing, or if there has been fixation of the peri- 
toneum from thickening secondary to the growth 
and a dead space has been left in this region, there 
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is no objection to the placing of a drain into this 
area, providing the drain does not come in contact 
with the suture line. 


Postoperative Care 


The postoperative care of these patients is a sim- 
ple and rather routine matter, and depends upon an 
understanding of certain fundamental principles 
of the healing of intestinal anastomoses. Any 
suture line in the intestine is weakest on the fourth 
or fifth day of a normal convalescence. Moreover, 
healing will always take place with less reaction if 
the parts are quiet. It is obviously impossible to 
splint the bowel. On the other hand, early or exces- 
sive feeding will result in more active intestinal 
peristalsis than is necessary or desirable. Patients 
are given liquids without milk, consisting largely 
of tea with sugar, gruel, and malted milk made with 
water for 5 days. On the sixth day of an unevent- 
ful convalescence milk is added to the diet. From 
then on the diet is rapidly increased so that seven 
or eight days after operation the patient is on his 
original low-residue diet. Morphine is given freely 
throughout the first five days. Little attention is 
paid to the bowels except for the frequent use of 
a rectal tube to aid elimination of gas. On the fifth 
or sixth postoperative day 4 ounces of warm oil 
are placed in the rectum and this is repeated daily 
for 2 days. If at the end of a week the bowels have 
not moved, milk of magnesia is given, 2 drams 
every hour for 4 doses or until the bowels move. 
Rectal impaction is not frequent after resection of 
any part of the colon and at the first suggestion of 
rectal irritation a digital examination should be 
made. 

Summary 

The symptomatology of cancer of the right colon 
based on a study of 179 cases from the Massachu- 
setts General Hospital is reviewed. 

The difficulties of arriving at an early diagnosis 
are discussed. 

Hospital and private mortality rates in one and 
two-stage operations are reviewed. 

The two-stage operation (1) side-to-side ileo- 
transverse colostomy followed in three weeks by 
(2) resection of the right colon is advocated as the 
operation of choice. 
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THE PRESENT STATUS OF OUR 
KNOWLEDGE CONCERNING 
SULFADIAZINE 


WiuiAM J. Doyte, M.D. 


PROVIDENCE, RHODE ISLAND 


Since the introduction of sulfanilamide for the 
treatment of streptococcic infections just six years 
ago, the field of therapeutics has undergone a rapid 
and spectacular transformation. The medical lit- 
erature glowed with reports of its success in a 
myriad of cases, and the science of chemotherapy 
seemed about to fulfill the brilliant promise en- 
visaged for it many years ago by Paul Ehrlich. 
Quickly other chemical agents related to sulfanil- 
amide were introduced. Some have been found 
effective and retained, others tried and discarded. 
Coincident with the fine results obtained from the 
use of these drugs, came other reports, reports of 
toxic effects, some minor and negligible, others 
serious and demanding wariness on the part of the 
physician employing these chemicals. It was evi- 
dent then, that further progress in chemotherapy 
must be in two directions. The first is that new 
drugs be found that are effective against the great 
variety of organisms pathogenic for man, and the 
second, that these drugs be non-toxic to the person 
to whom they are administered. Progress has been 
made, and is being made in both directions, so that 
we are approaching Ehrlich’s ideal, namely, drugs 
that are “maximally parasitotropic and minimally 
organotropic”’. 

We are already familiar with some examples of 
increased effectiveness with lessened toxicity. 
Sulfathiazole is a good illustration of this. Sulfa- 
nilamide was early found to be fairly effective in 
gonococcice infections, and subsequently sulfapyri- 
dine was found to be even more potent. In effective 
doses, however, undesirable side effects were noted 
such as cyanosis, nausea, vomiting, and the more 
serious bone marrow depressions resulting in 
agranulocytosis, or aplastic anemia. Extensive clin- 
ical trial now gives well-substantiated evidence that 
sulfathiazole is much more potent against the gono- 
coccus than sulfanilamide, somewhat more effective 
than sulfapyridine, but considerably less toxic than 


either. 


Read at the monthly staff meeting of the Charles V. 
Chapin Hospital, Providence, June 25, 1941. 
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Sulfadiazine, the new drug under discussion to- 
day, promises to be a long step forward toward 
greater effectiveness with lessened toxicity. Sulfa- 
diazine was synthesized by the research chemists of 
the American Cyanamid Company. It is sometimes 
referred to in the literature as ‘sulfapyrimidine’ as 
a closer approach to its chemical name, 2-sulfa- 
nilamido-pyrimidine. 

Carefully controlled animal experiments with 
sulfadiazine have been performed by Feinstone and 
his co-workers and reported in the Bulletin of the 
Johns Hopkins Hospital'. Using mice that had 
been carefully standardized in regard to breeding, 
diet, and living conditions, the toxicity of sulfa- 
diazine was studied, as well as its effect on experi- 
mental infections. Sulfadiazine was administered 
to the mice orally, subcutaneously, and intraven- 
ously. On equal dosage the toxicity for mice was 
found to be about the same as that of sulfanilamide, 
and somewhat less than that of sulfapyridine or 
sulfathiazole. However, the blood levels obtained 
with sulfadiazine were four to five times higher 
than those obtained with corresponding doses of 
the other chemicals, so it is reasonable to assume 
that at equal blood levels the toxic effects from 
sulfadiazine would be much less than from any of 
the other sulfonamides studied. 

Certain other facts were elicited by Feinstone. 
The absorption of sulfadiazine was found to be 
rapid, while its elimination was comparatively slow. 
Finally, microscopic sections of the tissues of 
autopsied mice were studied, after the mice had 
been maintained at parallel blood concentrations of 
sulfadiazine, sulfapyridine, and sulfathiazole. The 
deleterious effects on the tissues were strikingly 
less in the case of sulfadiazine. The difference was 
especially noteworthy in the case of changes occur- 
ring in the urinary tract. This may be explained in 
the following manner. The acetylated forms of the 
sulfonamides are known to be much more toxic 
than the free substances. Acetylation or conjuga- 
tion is particularly prone to occur with sulfapyri- 
dine. We are all familiar with cases in which 
hematuria, oliguria, and even anuria have occurred 
in patients under treatment with sulfapyridine. 
This occurs because the low solubility of acetylsulfa- 
pyridine causes concretions in the kidney pelves, in 
the ureters, or in the bladder. There is relatively 
little difference in the solubilities of the various 
conjugated sulfonamides in water, but the solubil- 
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ity of acetylsulfadiazine in urine is much greater 
than that of the others. This greater solubility of 
acetylsulfadiazine will probably be an important 
factor in decreasing the damage that results from 
the precipitation in the urinary tract of other acetyl 
compounds, particularly acetylsulfapyridine. This, 
together with the fact that sulfadiazine is not 
acetylated as readily as sulfapyridine, should make 
kidney damage with this drug infrequent. 

After determining the toxicity, absorption, ex- 
cretion, and toxic effects on tissues, Feinstone 
tested the efficacy of sulfadiazine against experi- 
mental infections in mice. Using standard strains 
of organisms known to be mouse-virulent, he found 
that this drug was at least equal to the other sulfo- 
namides in saving mice from streptococcic and 
pneumococcic infections. Furthermore, he found it 
peculiarly effective against Group B Friedlander 
bacilli, against which the other drugs were of prac- 
tically no value. This suggests that we may soon 
have an effective agent against the Friedlander in- 
fections in man hitherto so resistant to treatment. 

The laboratory experiments with sulfadiazine 
were so promising that reports of its effect on hu- 
man beings were soon to appear. Before being put 
to use in the treatment of disease, its absorption, 
distribution, and excretion were studied following 
both single and multiple test doses. Peterson and 
his co-workers’ at Harvard published one such re- 
port. A standard dose of 5 Gm. of sulfadiazine was 
used to compare absorption and excretion from dif- 
ferent routes. The dose was administered orally, 
intravenously, subcutaneously, and rectally. The 
results are significant. Maximum blood levels were 
obtained immediately following the intravenous in- 
jection, two or three hours after subcutaneous 
administration, and four to six hours after the oral 
doses. Higher levels were reached in the blood and 
these were maintained longer than with either sulfa- 
nilamide, sulfapyridine, or sulfathiazole. Very little 
of the drug was absorbed after rectal administra- 
tion. It was given rectally both as a suspension of 
powdered sulfadiazine and as a solution of the so- 
dium salt. With the former, only traces were de- 
tected in the blood and with the latter, maximum 
blood levels of only 1.6 to 2.8 mg. per hundred cubic 
centimeters were obtained. It may therefore be 
stated at this point that the rectal route is not satis- 
factory for the administration of sulfadiazine. 
With the other routes, however, moderate blood 
levels were still present after twelve hours, appre- 
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ciable levels after twenty-four hours, and traces 
even after forty-eight hours. There was consider- 
able variation in the maximum blood levels attained 
after the single 5 Gm. dose, depending for the most 
part on the body weight of the individual. The 
range was from 5 to 20 mg. per hundred cubic centi- 
meters, the average range being 9 to 14. 

As far as the distribution in the blood is con- 
cerned, sulfadiazine resembles sulfathiazole in that 
the concentration in the plasma is higher than that 
in the red cells. Its distribution in the various body 
fluids was also studied. Sulfadiazine passes read- 
ily into the spinal fluid, being like sulfapyridine in 
this respect and unlike sulfathiazole. Its level in 
the spinal fluid after single doses by mouth was 
difficult to evaluate, but on a regular four-hour 
therapeutic schedule, spinal fluid sulfadiazine con- 
centrations were found to average about two-thirds 
of the simultaneous blood levels. In pleural, peri- 
cardial, and ascitic fluids the levels approximated 
the blood levels closely. As might have been pre- 
dicted from animal experiments, acetylation of 
sulfadiazine in human beings was slight, only insig- 
nificant proportions of the blood content being in 
this form. Sulfadiazine is excreted almost entirely 
through the urinary tract, and only 20 to 35 per 
cent of the total drug administered was recovered 
from the urine in conjugated form. Crystals of the 
acetylated drug were observed in the urine occa- 
sionally, but neither gross nor microscopic hema- 
turia, nor nitrogen retention attributable to the drug 
was absorbed by these workers. In this test series, 
100 patients received the drug without any evidence 
of severe toxic effects. The gastrointestinal symp- 
toms and mental depression characteristic of sulfa- 
pyridine therapy, and frequently observed with 
sulfanilamide and sulfathiazole, were noticeably 
lacking in these patients. 

The results of treatment with sulfadiazine in pa- 
tients with clinical infections are now being re- 
ported. In the June 14 issue of the Journal of the 
American Medical Association, Finland, Strauss, 
and Peterson* record their results with 446 patients 
treated with sulfadiazine on the medical wards of 
the Boston City Hospital. In 178 cases of pneu- 
monia due to the pneumococcus, there were 19 
deaths, giving a gross case mortality rate of 10.7 
per cent. This compares with a mortality rate of 
16.3 per cent in a similar series the previous year, 
treated with sulfapyridine and sulfathiazole with 
or without serum. Among the fatalities, most were 
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moribund on admission and died within twenty- 
four hours or had some severe complicating con- 
dition. 

Among the other specific pneumonias due to 
staphylococcus aureus, streptococcus hemolyticus, 
and Friedlander’s bacillus, the gross mortality rate 
was 20 per cent. One recovery was reported in a 
man with a Friedlander type A pneumonia involv- 
ing the entire left lung who became afebrile and 
symptom-free sixteen hours after the first dose of 
sulfadiazine. Other acute infections were treated 
with good resulis. Eight cases of facial erysipelas 
were reported, four with extensive involvement, 
edema, high fever, and toxemia. All improved 
definitely twelve to thirty-six hours after therapy 
was begun and made complete recoveries. 

In general, sulfadiazine appeared to be highly 
effective in the treatment of the following diseases : 
pneumococcic, staphylococcic, and streptococcic 
pneumonias, meningococcic infections, acute infec- 
tions of the upper respiratory tract including sinusi- 
tis, erysipelas, acute infections of the urinary tract, 
particularly those due to B. escherichia coli, and 
acute gonococcic arthritis. 

The toxic effects of sulfadiazine were mild and 
infrequent. Nausea and vomiting occurred in 9 per 
cent of the cases. Nitrogen retention of moderate 
degree occurred in five cases. Three cases of tran- 
sient leucopenia were noted. Morbilliform erup- 
tions were observed in nine cases and appeared on 
the eighth day or later. In one case there was renal 
colic, hematuria, and anuria, which were relieved 
by ureteral lavage. A number of patients admitted 
with definite evidence of renal or hepatic damage 
were treated without further impairment and some 
showed actual improvement of function during 
sulfadiazine therapy. 

In regard to the efficacy of sulfadiazine in the 
treatment of meningococcic meningitis, a separate 
report has just been published by Dingle and his 
co-workers’ on the results of an epidemic in Hali- 
fax, Nova Scotia. Sulfadiazine was used as the 
sole specific agent in the treatment of 13 patients 
with meningococcic meningitis and one with men- 
ingococcemia and arthritis but without meningitis. 
Diagnosis was confirmed by complete bacteriological 
studies. One patient with meningitis died ten hours 
after admission. The other 13 patients, most of 
whom were seriously ill, recovered completely and 
on the average were symptom-free at the end of 
five days. The only complications noted in th‘s 
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series were microscopic hematuria on two occasions 
which cleared quickly without residua. Nausea, 
vomiting, dermatitis, cyanosis, or mental symp- 
toms attributable to the drug were not present. 
These workers had previously had the opportunity 
of treating a similar series with sulfapyridine with 
which they had obtained excellent results. They 
conclude that the drugs appear to be about equally 
effective against the meningocococcus, but that 
sulfadiazine has the advantage of being consider- 
ably less toxic. 

This, then, concludes the data currently available 
concerning the actions and uses of sulfadiazine. To 
summarize briefly : 

1. Sulfadiazine has proved less toxic than the 
other sulfonamides in animal experiments and is at 
least as effective in experimental infections. 

2. Sulfadiazine is readily absorbed from the 
gastrointestinal tract in man and high blood levels 
are easily obtained. 

3. The excretion of this drug is slower than that 
of the others and conjugation occurs to a lesser 
extent. 

+. Sulfadiazine penetrates into the spinal fluid 
and other body fluids in effective concentrations. 

5. The common toxic symptoms occurring with 
other sulfonamides have also occurred with sulfa- 
diazine but are noticeably less frequent and less 
severe. 

6. Clinical use in nearly 500 cases has shown it 
to be remarkably effective in pneumococcic, strepto- 
coccic, staphylococcic, and meningococcic infec- 
tions. It also gives promise of being useful in other 
conditions. 

Sulfadiazine is, then, another important step to- 
ward the production of chemotherapeutic agents 


that will fulfill Ehrlich’s ideal. 
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LAW VERSUS MEDICINE 


For many centuries medicine has been one of the 
“learned professions.” Trade has been defined as 
“buying or selling for gain.” At the recent trial of 
the American Medical Association et al., for “con- 
spiring together for the purpose of restraining 
trade”, it was to be proved that the American Med- 
ical Association et al. had conspired together to 
restrain trade, as practiced by Group Health Asso- 
ciation in buying and selling medical services. Be- 
side the admission that Group Health Association 
was engaged in the practice of medicine, the ques- 
tion of medicine as a profession or as a trade had no 
possible bearing on the case. 

Characteristic of American Medicine are scien- 
tific meetings, recurring with such frequency that 
attendance has become a habit of the medical pro- 
fession. In every city and town, in every state and 
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county, in hospitals and academies of medicine 
these meetings constantly contribute to the origin 
and extension of medical knowledge. Then there 
are sixty national medical societies, broadcasting to 
the entire profession, at their annual meetings and 
through the journals which publish their transac- 
tions, the most recent achievements of medicine 
and its specialties. 

The object of all these societies is indicated in the 
name of one of the earliest, which for a hundred 
years kept the name, “The Boston Society for 
Medical Improvement’, a society grafted on a root 
planted still a hundred years earlier, “The Boston 
Medical Society.”’ In 1781, the Massachusetts Med- 
ical Society was formed. The Rhode Island Medical 
Society was incorporated in February, 1812, its 
power and authority, “to examine candidates for 
practice in Physic and Surgery and if they be found 
skilled for the practice of their profession, they 
shall receive the approbation of such Society.” 

In 1846, delegates from the various state societies 
met at Baltimore and founded the American Med- 
ical Association, a federation of state medical so- 
cieties, its object, “to promote the science and art 
of medicine and the betterment of public health.” 
The American Medical Association consists of the 
federated state societies, which in turn are made up 
of component county or district societies. 

Fitness for membership in county or district 
societies is determined by committees of these so- 
cieties and fellowship is conferred by a majority 
vote at a regular meeting. As membership in a 
component society is open to every reputable physi- 
cian in the community, a rejected applicant may 
claim the right of appeal to the state society, then to 
the American Medical Association, and finally to 
the courts of law. These organizations have shown 
little disposition to overrule the judgment of the 
district societies. 

Once passed as a member of a district society, 
without further examination the physician is imme- 
diately eligible for membershp in the state society 
and for fellowship in the American Medical Asso- 
ciation. Loss of membership in his district society 
entails forfeiture of membership in the state society 
and in the American Medical Association. 

The American Medical Association, newly 
founded, discovered plenty to do in fulfilment of its 
objects, “to promote the science and art of medicine 
and the betterment of public health.” Untrained 
physicians practiced without license, the standard 
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of medical education was low, hospitals were poorly 
equipped and staffed, markets were flooded with 
nostrums containing undesignated amounts of alco- 
hol and such habit forming drugs as morphine and 
cocaine. The medical schools were so far inferior 
to those in Europe that study abroad was essential 
to a satisfactory medical education. Except for 
medical departments of some universities the med- 
ical schools were projects of groups which con- 
ducted them for the financial gain of the owners 
rather than for the benefit of the students or for the 
good of the public. 

Surprising is the success of the American Med- 
ical Association in combating these conditions. The 
Council on Medical Education and Hospitals inves- 
tigated conditions in the medical schools of the 
country and published in the pages of The Journal 
of the American Medical Association a list of Ap- 
proved Medical Schools. Soon those schools not oi 
this Approved List found it to their advantage to 
raise their standards to the point of approval or to 
close their doors. There are now seventy-six med- 
ical schools in the United States and Canada which 
are on the list of schools recognized. 

Cooperating with two other national organiza- 
tions, the American College of Surgeons and the 
American Hospital Association, the American 
Medical Association then investigated hospitals. 
Standards were set and hospitals grouped, A, B, 
C, D. Now there are 732 hospitals Approved for 
Training Interns, 587 hospitals with Approved 
Residencies and Fellowships in the medical special- 
ties. Medical education in the United States and 
Canada is now acknowledged as superior to that in 
any other country. 

In 1905 the Council on Pharmacy and Chemistry 
was established, with the object of “gathering and 
disseminating knowledge for protection of the med- 
ical profession in prescribing proprietary medicinal 
articles.” The Council examines products which are 
submitted for its approval and publishes a record of 
its findings in ‘““New and Non-official Remedies.” 
There is no higher recommendation for a new rem- 
edy than the statement that it is “Council Ap- 
proved.” 

In all of these activities the American Medical 
Association has used no form of coercion. It simply 
has approved or disapproved medical schools, hos- 
pitals, and medical articles, and has publicized its 
approval or disapproval. And no dealer in “Pain- 
killer” or ‘“Soothing-syrup” has yet indicted the 


RHODE ISLAND MEDICAL JOURNAL 





September, 194] 


Association for conspiracy in restraint of his trade 
in morphine. 

No physician is obliged to join the American 
Medical Association or any of its component so- 
cieties. In Rhode Island, of 961 legally qualified 
physicians, there are 503 members of the State 
Medical Society, of which number 348 are Fellows 
of the American Medical Association. In the Dis- 
trict of Columbia there are 2,243 legally qualified 
physicians and only 883 members of the District 
Medical Society. Because of the great number of 
legally qualified physicians who are not members of 
the District Medical Society nor Fellows of the 
American Medical Association, these organizations 
are ill equipped for conspiracy for restraint of trade 
in medical service. 

The District of Columbia Medical Society dis- 
approved of the activities of Group Health Associa- 
tion, a corporation organized under political control 
for the purpose of selling medical service to em- 
ployees of the Federal Government on an insurance 
basis. The District Medical Society decided that its 
members should not sell their services to Group 
Health Association. The American Medical Asso- 
ciation approved this action. The Trustees of cer- 
tain Washington hospitals ruled that members of 
their medical and surgical staffs must be members 
of the District Medical Society. Group Health 
Association was not thereby prevented from buying 
medical service but was unable to employ any of the 
883 members of the District Society and the physi- 
cians that they did employ were refused member- 
ship in the Society nor were they appointed to posi- 
tions on the staffs of the Approved Hospitals. 

The Federal Government then issued an indict- 
ment against the American Medical Association, 
the District of Columbia Medical Society and cer- 
tain officers of these organizations, for conspiracy 
in restraint of trade in violation of the Sherman 
Anti-Trust Act. The trial was ably contested by 
attorneys for the Government and for the medical 
societies. On every working day for two months the 
battle went on. By the end of this time the issue had 
become so clouded in the minds of the jurors that a 
just decision must have been difficult if not impos- 
sible. The jury decided that the American Med- 
ical Association had conspired in restraint of trade 
with one of its constituents, the District of Colum- 
bia Medical Society, and that both were subject to 
fine for their wrongdoing. 
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If this verdict holds, what happens to the right of 

a district medical society to decide on the qualifica- 
tions for membership of a candidate for election to 
the society? What happens to the right of the 
American Medical Association to approve the de- 
cision of a district society? The right of approval 
is the only power of the American Association. 
Loss of the power of approval would be the begin- 
ning of the end of the great humanitarian work 
which the American Medical Association has con- 
ducted for the past ninety-five years. 





CORRESPONDENCE 
BLUE CROSS 


Hospital Service Corporation of Rhode Island 
+ Disappointed Surgeon - 

Dear Sir: 

I read, with great interest, your letter of May 
third which was published in the June issue of the 
RHODE IsLAND MEDICAL JOURNAL. We are in sym- 
pathy with your views, and if the abuses indicated in 
your letter actually exist, then this organization is 
anxious to cooperate in every way possible to reduce 
or eliminate such abuse of the plan. 

Based on complete statistics which we have ac- 
cumulated from the inception of the plan, there is 
no apparent overabuse of the plan beyond what 
would normally be expected. Our records and sta- 
tistics are open to the public, and should you ever 
wish to see them, we should be only too glad to 
throw open our books to you. 

I can’t help conclude that the answer to this prob- 
lem is under the control of the physician in charge 
of the case. My reason for believing this is that the 
Blue Cross contract provides that the determination 
of the need for hospital care and the duration of the 
patient’s stay, is under the control of the attending 
physician. Further, our contract provides that as 
soon as the patient is discharged by the attending 
physician, the liability of the Blue Cross shall cease, 
and any further stay in the hospital would be at the 
expense of the patient. 

If all doctors will discharge each Blue Cross 
patient as soon as his or her physical welfare per- 
inits, and so notify the hospital or the Blue Cross of 
the discharge, we shall then invoke the provision of 
the contract which would make the patient respon- 
-ible for any stay beyond the date of discharge, as 
determined by the doctor. 
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I am pleased that you brought this matter to the 
attention of other physicians and I wish to assure 
you of our willingness to cooperate at all times. If 
there is any information you desire of this organ- 
ization, we shall be pleased to furnish it to you 
upon request. 


Sincerely yours, 


STANLEY H. SAUNDERS, 
Executive Director 





ANNUAL DUES 
August 1, 1941 
RHODE IsLAND MEDICAL JOURNAL, 
To the Editor. 
Dear Doctor : 

I have joined the Rhode Island Medical Society 
and paid ten dollars for dues. I am not complain- 
ing about the size of the dues but am wondering 
what I get for the money. Your RuopEe IsLanp 
MEDICAL JOURNAL is worth the two dollars that it 
costs me. I hear that I will get a free ticket for the 
dinner at the next annual meeting and that also | 
have the use of the Medical Library. I am not sure 
that I care about the free dinner but I know that I 
will not drive forty miles very often to use the 
library. 

I make a suggestion which you are free to pub- 
lish for what it is worth. Why not give the library 
to the Providence Medical Society? The Prov- 
idence men have the use of the library. Why should 
they not be willing to pay for it instead of requiring 
members of the other county societies to contribute 
for their benefit? I may be wrong but I think that 
the dues of the Rhode Island Medical Society 
should be two or three dollars a year including sub- 
scription to the medical journal. Let the men who 
want the annual dinner and who have use of the 
library pay their own way. 

Respectfully, 
CoUNTRY PRACTITIONER 





MEDICAL PREPAREDNESS 


It will no doubt interest the medical men of 
Rhode Island to know that of the approximately 
1000 men registered in the State, considerably over 
900 filled out the Questionnaire sent over a year 
ago by the A.M.A. to all the doctors in the Country. 

This gives Rhode Island a high percentage of 
replies amongst the States of the Union and should 
be a great satisfaction to our local profession. 
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Although the State and County Committees for 
Medical Preparedness have made a most earnest 
effort to effect a complete record in replying to the 
Questionnaire, the men whose names are listed 
below are still recorded as delinquent by the A.M.A. 

ProvipENCE: Hilary Joseph Connor, M.D., 
Henry Joseph Gallagher, M.D., Jerome Joseph 
McCaffrey, M.D., Llewellyn Joseph McGovern, 
M.D., Benjamin S. McKendall, M.D., Thomas 
Francis Mournighan, M.D., Arthur Roland New- 
sam, M.D., Vincent Joseph Oddo, M.D., Alexander 
Francis Marzilli, M.D., Ciro Ottorino Scotti, M.D. 

BrapForp: Thomas Visiglio, Jr., M.D. 

Cranston: Morton Fletcher Frost, M.D. 

GREENVILLE: Archibald W. Hughes, M.D. 

PAWTUCKET: James Francis Sullivan, M.D., 
Joseph B. O'Neill, M.D. 

PorTsMOUTH: Berton Wendell Storrs, M.D. 

TIVERTON : Charles H. Bryant, M.D. 

WatcH Hitt: Edmund Leroy Dow, M.D. 

WesTERLY: Paschal Joseph Celestino, M.D., 
Mildred Irene Robinson, M.D. 

Woonsocket: Cyril Israel, M.D. 

The Committee on Medical Preparedness has 
been recently informed that in a short time the 
books will be closed, so to speak, and that the 
Questionnaires of delinquents will be filled out by 
the A.M.A. Office to the best of its ability. 

It is earnestly requested that all those who find 
themselves correctly on this list will fill out and 
promptly return the Questionnaire to the A.M.A. 
Office in Chicago. 

State Committee for Medical Preparedness 


DOG BITE AND ITS MANAGEMENT 
REPORT OF TWO CASES 
Epwarp J. West, M.D. 

AND 
D. WitttiAM J. BELL, M. D. 


ProvVIDENCE, Ruope ISLAND 


Because of its agonizing symptoms and hopeless 
prognosis, rabies, or hydrophobia, causes more pub- 
lic fear and notoriety than almost any other disease 
of man. While the number of cases occurring in 
humans in this locality is extremely small, the na- 
ture of the disease explains the public anxiety and 
widespread interest. 


From the Charles V. Chapin Hospital. 
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There have been only thirteen deaths following 
dog bites in the city of Providence in the eighty- 
four years since the first Public Health Report was 
published in 1856. During the twenty-five-year pe- 
riod from 1915 to 1939 inclusive, there were 2,260 
cases of dog bite reported to the Providence Health 
Department. In the same period, the heads of 108 
dogs were found to be positive for rabies, while 40 
were reported as suspicious by the State Labora- 
tory. In this series, courses of antirabic vaccine 
were given to 307 persons and there were two 
deaths from rabies and one fatality attributed to the 
vaccine. 

One of the deaths from rabies occurred in 1920 
in a seventeen-year-old male who developed symp- 
toms fifty days after being bitten on the neck by a 
dog. The dog’s brain proved to be positive for 
rabies but the patient received no prophylactic anti- 
rabic vaccine. He died fifty-three days after the 
bite. 

The second death from rabies was in 1922 in a 
boy of eleven years. Two days after he was bitten 
by a dog on the face and hand, a course of twenty- 
five injections of antirabic vaccine was begun. 
Symptoms developed fifty-two days after the bite 
and the boy died three days later. 

The death from antirabic vaccine which occurred 
in 1928 was reported by Smith and Murphy’. This 
was a thirty-nine-year-old male who received four- 
teen inoculations beginning on the day the dog's 
head was reported to be positive for rabies. He de- 
veloped symptoms after the last inoculation and 
died two weeks later with an extensive paralysis. 

In the past year, two cases were admitted to the 
Charles V. Chapin Hospital with grave symptoms 
resulting in death, and both following the bite of a 
dog. One was a case of human rabies and the other 
was a patient who developed encephalitis following 
the administration of prophylactic antirabic vac- 
cine. We shall report these cases in some detail, and 
also attempt to outline some of the problems in- 
volved in the management of dog bite. 

Case Reports 

Case 1. M. D., a nine-year-old school girl, was 
bitten by a dog on August 21, 1940, on the left fore- 
arm. The wound was cauterized and sutured on the 
same day. The dog disappeared but the patient re- 
ceived no prophylactic treatment. She was appar- 
ently well until October 6, forty-six days after the 
bite, when she began to complain of pain in the left 
arm. On the following day, the pain was of such 
severity that she remained home from school and 
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sought medical attention. There was no evidence of 
local infection about the site of the bite, which had 
apparently healed by first intention, but the pain 
radiated up the whole arm and into the shoulder 
and breast. It persisted in spite of local applica- 
tions. 

The patient showed no other symptoms until 
October 11, fifty-one days after the bite, when she 
awoke complaining of a sore throat and difficulty in 
swallowing. The pain in her throat became more 
severe during the day and she was unable to swal- 
low even her saliva. She became extremely appre- 
hensive and almost maniacal at times and she was 
admitted to the hospital about 5 P. M. 

The patient was found to be a well nourished and 
well developed girl rather large for her age. Her 
eyes were wide open and the pupils were widely 
dilated, but reacted to light. She was very restless 
at times, jumping around in bed with extremely 
quick movements, while at other times she was 
quiet and cooperative. She was extremely appre- 
hensive of every movement in the room and pre- 
sented a picture of intense fear. She was constantly 
reaching for the basin and spitting into it. When 
asked to drink water she became excited, thrashed 
about, and refused, saying she was afraid of ‘‘wet- 
ting the bed’. Finally, after considerable persua- 
sion, she drank a full glass of water in gulps, grasp- 
ing her throat with each swallow and voiding dur- 
ing the procedure. 

During her quiet intervals, she would relax and 
converse freely in a clear, intelligent, and coherent 
manner, but on the slightest provocation she would 
resume an attitude of apprehension, thrash about, 
clutch her throat, and expectorate. 

Her head, ears, nose, throat, lungs, heart, and 
abdomen revealed no abnormal physical signs. The 
neck was not stiff. Knee jerks were not elicited 
even when reenforced. The Babinski reflex was 
difficult to obtain because she held her toes hyper- 
extended for the most part, but in moments of re- 
laxation, no hyperextension of the toes was ob- 
tained on plantar stroking of either foot. No ankle 
clonus was elicited. The Kernig test was bilaterally 
negative. There were no clonic or tonic muscular 
movements except for the sudden ballismic-athetoid 
movements of the entire body. 

She resisted examination of the left arm and 
complained of pain when that extremity was 
touched. There was a two-inch well-healed scar on 
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the volar surface of the left forearm just above the 
wrist but there was no redness, swelling, or other 
sign of infection. 

Temperature on admission was 104.4 F. rectally, 
pulse 128, and respirations 24. The white blood 
count was 20,600. 

Her condition remained approximately the same 
for the first six hours after admission except that 
the periods of excitement became much more fre- 
quent and the rectal temperature rose to 106.4 F. 
On one occasion while several observers in the 
room were discussing her manner of drinking wa- 
ter, the patient reached out and emptied onto the 
floor the glass of water which was on her bedside 
table, so she would not be required to drink it. 

About six and one-half hours after admission, 
she was given 714 grains of sodium amytal intra- 
venously. This quieted her for only ten minutes but 
it allowed a lumbar puncture to be done. The fluid 
was clear with an initial pressure of 150 mm. of 
water, a left jugular response of 225 mm. of water, 
and a right jugular response of 210 mm. of water. 
Ten cubic centimeters of fluid were removed of 
which the cell count was 10 lymphocytes, sugar 112 
mg. per hundred cubic centimeters, Pandy 0, and 
chlorides 750 mg. per hundred cubic centimeters. 

The patient was given morphine sulphate grains 
1/12 sc. at midnight and this had to be repeated at 
12:50 A. M. in order to keep her at all quiet. She 
was given a subcutaneous injection of 500 cc. of 
1 per cent sulfanilamide in sodium lactate solution 
but her strength was so great that she had to be re- 
strained by three attendants during this treatment 
in spite of the sedation. The sulfanilamide was 
given merely to observe its effects, if any, in a case 
of rabies and in this case it was of no benefit. 

Morphine grains 1/12 was repeated at 3:15 A.M. 
and about 4 A. M. the patient began to quiet down 
but by then her temperature had risen to 107 F., 
rectally, although the skin remained cool, as it had 
been during the whole evening. During the next 
hour the patient became comatose and developed an 
opisthotonos. She died at 5 A. M. on October 12, 
about twelve hours after admission to the hospital. 

Postmortem examination confirmed the diagno- 
sis of rabies and showed typical lesions in the brain 
including the demonstration of Negri bodies. Two 
guinea pigs died after intracisternal injection of a 
glycerine preparation of the patient’s brain and 
they too, showed lesions typical of rabies. 
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Case 2. F. W., a husky thirty-four-year-old 
truck driver apparently in excellent health, while 
treating his sick dog on March 6, 1940, received a 
tear of the skin of the first two fingers of the right 
hand from the canine teeth. On March 9, the dog, 
while under a veterinarian’s care, died after con- 
vulsions. Examination of the brain was reported 
by the Health Department to be suspicious for 
rabies and prophylactic vaccine treatment was 
recommended. 

The patient, along with five others, received his 
first injection on March 12. The others included his 
wife and child and three people living downstairs in 
the same house. The group inoculated included 
four adults ranging in age from 25 to 35 years, and 
two children, a boy of 7 and a girl of 10 years. It is 
noteworthy that the individuals received injections 
in no particular rotation, so that no one person re- 
ceived all his vaccine from the same box or batch 
of vaccine. 

No symptoms or complaints, except for some 
malaise, were exhibited by the patient until March 
23, when the malaise became quite marked with loss 
of appetite, a temperature of 102 F., and some 
numbness of the fingers of both hands. It was on 
this date he received his twelfth inoculation. These 
symptoms were intensified the next morning and 
also there was drowsiness, nausea, vomiting which 
was more or less projectile in character, increasing 
coma, and inability to void. Hospitalization was 
arranged but the family decided against it when the 
patient seemed brighter in the afternoon. He had 
stopped vomiting and begun to retain fluids. Later 
in the evening, the coma became deeper, respira- 
tions changed in character, and he was admitted to 
the hospital at 10 P. M. 

Examination revealed a well developed and well 
nourished muscular young adult who was somewhat 
dehydrated. He was comatose, with Cheyne- 
Stokes’ respiration, temperature of 103.8 F., and 
pulse 120. He could be roused by repeated loud 
orders or violent shaking and would partially open 
his eyes and attempt to cooperate, but would 
promptly lapse into his former state. On question- 
ing, he said he had no complaints of any kind and 
that he felt perfectly well. 

There was no stiff neck and no Kernig. There 
was no demonstrable paralysis and the muscle tone 
was apparently normal. The tendon reflexes were 
all present, active and equal on both sides. The 
blood pressure was 138/70 and the rest of the physi- 
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cal examination was negative except for the de- 
hydration and a markedly distended urinary 
bladder. 

Lumbar puncture was done with no response to 
the needle prick or the manipulation into position. 
The spinal fluid was not under pressure. It was 
grossly clear and showed a cell count of 74, all 
lymphocytes. It showed no growth on culture, no 
tubercle bacilli, a plus-minus Pandy, sugar 96 mg. 
per hundred cubic centimenters, and chlorides 710 
mg. per hundred cubic centimeters. Red blood count 
was 5,150,000, hemoglobin 90 per cent, and the 
white blood count 10,400. Catheterized urine was 
negative and the blood chemistry was normal. 

The patient was distinctly worse the next morn- 
ing, being in deep coma with Cheyne-Stokes’ res- 
piration. There was a mild stiff neck and a mild 
bilateral Kernig. His pupils were very small and 
their reaction to light was doubtful. The right eye 
looked downward when lids, which were held 
closed, were separated. The right lower face ap- 
peared weak. There was tone in the right arm but 
the left arm appeared to have none. The tendon re- 
flexes were present, moderately active and equal on 
the two sides. There was no Babinski and no ankle 
clonus. 

His condition steadily declined, his temperature 
gradually rose until it reached 108.4 F. rectally, and 
the patient died at 3:25 P. M. March 26, twenty 
days after the suspected exposure and three days 
after having received his twelfth injection of anti- 
rabic vaccine. Postmortem examination revealed 
only an acute encephalitis without any lesions sug- 
gestive of rabies. 


Prophalactic Treatment 


The accidents occurring during antirabic vac- 
cination have been widely studied. In general, 
there is no inconvenience from vaccination. The 
local reactions which appear regularly on the sev- 
enth and eighth days and on the fifteenth and six- 
teenth days are not severe and the patient can go 
about his business. Occasionally a patient will have 
a reaction every day and rarely will he have no re- 
action at all. The reaction consists of an edematous 
area about-the site of injection with erythema, itch- 
ing, pain, and tenderness. Sometimes there is slight 
general reaction in the form of malaise and fever. 

The more severe reactions, consisting usually of 
some form of paralysis, are rare. Simon? found 100 
cases of paralysis among 217,774 persons treated, 
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with 81 recoveries. This is a percentage of 0.048. 
Another author, Mejia of Buenos Aires’ found 24 
cases out of 19,800, of which 20 recovered. 

The paralysis usually develops between the elev- 
enth and the twentieth day after the beginning of 
antirabic treatment. In most of these cases of pa- 
ralysis, the picture is much the same. It begins with 
a loss of appetite, mild fever, considerable stiffness 
of the back and weakness of the legs. The weakness 
in the legs increases to a complete paralysis and 
ascends, involving the sphincters of the bladder and 
rectum. It may continue upward and involve the 
upper extremities and bulbar region with death 
from paralysis of the respiratory muscles, heart, or 
muscles of swallowing. The condition usually lasts 
for two or three weeks, with partial or complete 
recovery in 80 per cent of the cases. 

The cause of this reaction to the vaccine has 
never been satisfactorily explained. It has been 
noted, however, to be extremely rare in children 
and more commonly affects luetics, alcoholics, and 
persons under nervous strain. 

The development of rabies during the course of 
treatment might be considered as an accident asso- 
ciated with vaccination although it must be under- 
stood that prophylaxis is not always effective. The 
mortality percentage of those vaccinated after ex- 
posure is about 0.30 and 0.38 if vaccination is de- 
layed more than fourteen days. The percentage is 
always higher in deep bites and those on the bare 
skin. Head wounds have a mortality after vac- 
cination of 2.2 per cent, arm wounds 0.26 per cent, 
bites on the trunk 0.11 per cent, and those on the leg 
0.18 per cent®. 

Several articles have appeared during the past 
few years which would tend to increase the terror 
and anxiety already well established. Leach and 
Johnson‘ in 1940 reported six fatal cases of human 
rabies, four of which had received early Pasteur 
treatment. They also mentioned that of the 104 
deaths from rabies in Alabama and Georgia in the 
past eighteen years, 48, or 46.2 per cent, received 
Pasteur treatment. 

Blatt, Hoffman, and Schneider’ in 1938 reported 
on the twelve deaths from rabies which occurred in 
the Cook County Hospital in Chicago in the pre- 
vious eight years. Of these, two received twenty- 
one injections of antirabic vaccine, starting one 
week after the exposure bite, and a third received 
fourteen injections starting one month after the 
hite. 
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Denison and Dowling® reported some very inter- 
esting data in 1939 which tend to add more confu- 
sion to the whole picture. They stated that the 
incidence of rabies among animals in Birmingham, 
Alabama, had steadily risen during the ten-year 
period from 1929 to 1939, finding 1,495 positive 
animal heads in the 3,111 examined. They esti- 
mated that the actual number of animal cases would 
be far greater if stray and unidentified dogs were 
examined and also if the Negro population, which 
constitutes 40 per cent of the total, cooperated in 
submitting suspected animals. Their figures showed 
that the colored population, which owned more than 
one-third of the total dog population, submitted less 
than one-seventh of the suspected animals. Also, 
only 64 colored persons received vaccine out of a 
total of 640 in the year 1938. It is concluded that in 
their experience, rabies is primarily a veterinary 
problem and that if it were as easily contracted by 
man as is commonly supposed, it would in Alabama 
become one of the leading causes of death instead of 
a very rare disease. The Birmingham procedure 
recommends prophylactic treatment for only those 
quite definitely exposed. 

It is quite generally agreed that some modification 
of the Pasteur treatment, together with cauteriza- 
tion of wound with fuming nitric acid, offers the 
maximum protection against rabies. In attempting 
to formulate some set of rules or regulations ap- 
plicable to the management of these cases, it be- 
comes quite obvious that judgment and difference 
of opinion make this quite impossible. In one local- 
ity in Ohio, antirabic vaccine was given to all chil- 
dren who had had any possible contact with a rabid 
dog, none of whom had been bitten or scratched". 
In contrast is the procedure in Birmingham, Ala- 
bama® where treatment is not advised following 
contamination of old cuts, sores, abrasions, 
scratches, or hangnails with saliva of rabid animals. 
Treatment is not advised for “pinches” in which the 
skin is definitely broken but the clothing neither 
torn or penetrated, or handling, sleeping with, kiss- 
ing, or other exposure to rabid animals. These are 
a few of the procedures where vaccine is not given 
and in a locality where the incidence of rabies in 
dogs is relatively high, they seem to be rather ex- 
treme as compared with the recommendations of 
other authors. 

Kelser® states that when a diagnosis of rabies is 
made, the necessity for prophylactic treatment of 
definitely exposed persons is immediately manda- 
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tory, and the sooner the administration of vaccine 
is started, the better. 

The following outline is offered, then, not as any 
generally accepted procedure but as a consensus of 
several, and is approved by the Superintendent of 
Health of Providence. 


Local Treatment 
1. Adequate cleansing of wound. 
2. Cauterization with fuming nitric acid. 
. Report to the Police Department and the local 
Health Department to insure impounding and 
observing of the suspected dog for rabies. 


Care of the Dog 
1. The dog should be tied up and observed by a 
trained dog officer for fourteen days. If still 
alive, it may be considered not rabid. 

. Observation of suspected dog: character 
change, gait and voice change are suggestive of 
rabies. 

3. If the dog dies or is killed, the brain must be 
examined. Extreme caution is necessary to 
avoid injury or crushing of the brain. The head 
should be promptly removed, packed in ice, and 
sent to the laboratory as soon as possible. If 
the brain is removed, it can be sent in 33 per 
cent glycerine solution in water. 

4. Stomach of the dog should be examined. Stom- 
achs of rabid animals usually contain quantities 
of sticks, stones, leather, metal, and other indi- 
gestible articles. 


w 
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Indications for Antirabic Vaccination 
Vaccination should be carried out if : 

1. The dog develops rabies. 

2. The person is not bitten, but is in contact with 
saliva of a rabid dog and has evidence of recent 
injury or break in the skin. 

3. The person is scratched by a rabid or suspicious 
dog. 

4. The dog dies or is killed in less than fourteen 
days after bite. 

5. The dog dies under suspicious circumstances. 

6. The dog is unknown or disappears after bite. 

Vaccination is not necessary if: 

1. The dog remains well at the end of fourteen- 
day observation. 

2. The person bitten, scratched, or in contact with 
saliva of dog known to be vicious or playful, 
and no rabies has been in existence in the re- 
gion for six months. 

3. The person, although in contact with saliva, has 
no evident break in the continuity of the skin. 

+. Only to play safe or for psychic effect. 

Where a definite re-exposure follows a series of 
rabies vaccine injections, three or four more doses 
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of vaccine should be given to bolster the immunity. 
If a second exposure is severe and follows six 
months or more after the completion of treatment, 
repetition of the regular course of vaccine injections 
is indicated. 

It should be remembered that deep puncture 
wounds, especially when multiple and badly lacer- 
ated, carry the greatest danger. Most dangerous 
also are the wounds of the face, head, neck, and 
hands, while wounds of other parts of the body 
covered with clothing are much less serious. Indi- 
rect contact with rabid animals, contaminated food, 
and milk and meat from a rabid cow, can be dis- 
regarded. 

Technique of Vaccination 

Fourteen daily injections of a phenolized vaccine 
prepared according to the method of Semple is the 
ordinary procedure. 

Twenty-one daily injections are given if the bite 
occurred about the face or neck. 

The vaccine is given deep subcutaneously, usually 
in the abdominal wall. 


Conclusions 

1. Rabies is a disease common to dogs, but trans- 
mitted to man only on infrequent occasions. 

2. Once the symptoms of rabies have begun to 
develop in humans, there is as yet no known treat- 
ment that is effective. Therefore prophylactic meas- 
ures are at present the only means of combating 
rabies. 

3. The prophylactic treatment is in itself not en- 
tirely without danger and should be given when in- 
dicated but not indiscriminately. 
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RHODE ISLAND MEDICAL SOCIETY 


Annual Meeting, 1941 


The one hundred and thirtieth annual meeting of 
the Rhode Island Medical Society was held in New- 
port on May 28th and 29th, 1941. The headquar- 
ters were established at the Viking Hotel. 

On the morning of May 28th, the staff of the 
Newport Hospital provided a clinical program at 
the Hospital. The Society was welcomed by Dr. 
Douglas P. A. Jacoby, the President of the Hos- 
pital. Cases were discussed by Drs. Philip Geller, 
Louis E. Burns, Eske Windsberg, and Clifton B. 
Leech. A luncheon was served by the Newport 
Hospital. 

The afternoon session was held at the Viking 
Hotel. The meeting was called to order at 2:30 
P. M. by the President, Dr. Kingman. 

The following delegates from other state societies 
were welcomed: Dr. Marcus A. Torrey of Ells- 
worth, Maine, Dr. Morton J. Robbins of Nashua, 
New Hampshire, and Dr. E. R. Clark of Castleton, 
Vermont. 

Dr. Wilfred Pickles presented the report of the 
Fiske Fund. The premium for 1941 was awarded 
to Dr. Adolph W. Eckstein of Providence for his 
essay on “The Surgical Treatment of Peptic Ulcer.” 

Dr. B. Earl Clarke of Providence read a paper 
entitled “Intercapillary Glomerular Sclerosis or 
Diabetes-nephrosis Syndrome.” 

Dr. Bertram H. Buxton and Dr. Charles Potter 
of Providence presented a paper read by Dr. Potter 
entitled “X-ray Localization of the Placenta and 
the Clinical Application’ which was discussed by 
Dr. Walter S. Jones and Dr. Samuel Adelson. 

Dr. William P. Murphy of Boston read a paper, 
“The Management of the Patient with Chronic 
Leukemia”, which was discussed by Drs. Alex M. 
Burgess, Philip Batchelder, Herman A. Lawson 
and Peter P. Chase. 

Four biographical sketches were read. “Dr. 
William Hunter” by Dr. Roland Hammond, “Dr. 
Benjamin Waterhouse” by Dr. Herbert G. Part- 
ridge, “Bishop Berkeley’s Sojourn in Newport” by 
Dr. John E. Donley, “Dr. Henry Turner of New- 
port” by Dr. Wilfred Pickles. 

The evening session was held at the Viking Hotel 
at 8o’clock. Dr. Kingman introduced Dr. Frank H. 
Lahey of Boston, President-elect of the American 
Medical Association, who addressed the Society on 
“Developments in Medicine and Surgery.” 


On the second day of the meeting, Thursday, 
May 29th, the Society was entertained in the morn- 
ing by the Newport Naval Hospital. Exhibits of 
aviation, submarine and industrial methods and 
equipment were demonstrated by the medical offi- 
cers of the Naval Hospital, the Naval Torpedo Sta- 
tion, Quonset Point and the New London Sub- 
marine Base. A clinic in surgery was held in the 
operating room. At lunch, the members were guests 
of the officers of the Naval Hospital. 

The afternoon session at the Viking Hotel was 
called to order by the President. 

Professor Charles Stuart spoke on ‘“Paracolon 
Bacteria and Their Possible Etiologic Significance 
in Gastro-intestinal Disturbances.” 

Dr. Leland S. McKittrick of Boston discussed 
“The Diagnosis and Treatment of Cancer of the 
Right Colon.” 

Dr. W. O. Thompson presented a paper on “Sex 
Hormones: Clinical Application.” 

Dr. Lucius C. Kingman gave the address of the 
President, entitled “A Generation of Surgery.” 

Dr. Kingman then introduced Dr. Frederic V. 
Hussey as President. The session adjourned at 
5:30 P. M. 

In the evening a dinner was held at which Dr. 
Samuel Adelson, as Anniversary Chairman, pre- 
sided. 

Dr. Charles S. Dotterer, as Chairman of the golf 
committee, presented prizes for the golf tourna- 
ment held during the afternoon. 

The address of the evening was made by the 
Hon. Mortimer A. Sullivan, Associate Justice of 
the R. I. Superior Court. A rising vote of thanks 
was given Judge Sullivan and the meeting was 


adjourned. 
Respectfully submitted, 
WILLIAM P. BurruM, M.D., 
Secretary 





Report of the Delegate to the American Medical 
Association, Meeting of 1941 


As your delegate was an inexperienced alternate 
he will give you a brief report. 

The attendance at the meeting was very large, 
7,269 physicians were registered. All the hotels 
were full, a large steamship was used as a hotel and 
still there were some who could find no accom- 
modations. 
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The scientific exhibits seemed to be the most not- 
able part of the scientific program. The A. M. A. 
Journal called this ‘““The greatest concentrated post- 
graduate education in medicine available anywhere 
in this or any other country” and I heartily agree 
with this. In pediatrics, the exhibits on control of 
air-borne infections in hospitals and schools were 
especially noteworthy. 

The scientific papers were given in so many dif- 
ferent sections that it is impossible for any one per- 
son to evaluate them. The sections and the special 
societies meeting during the same week gave a very 
wide choice of first class meetings. 

In the House of Delegates the emphasis was on a 
few important subjects. 

The House recommended that some central as- 
signment authority be developed to distribute phy- 
sicians where most needed, to place physicians 
where their special skills can be utilized, to avoid 
leaving communities uncared for and to leave un- 
interrupted as far as possible the education of med- 
ical students and internes. 

The situation in regard to the certifying boards in 
the specialties was freely discussed. It seems evi- 
dent that we should call a halt in making rigid rules 
requiring certification for physicians filling certain 
positions. Although the certifying boards are per- 
forming a very useful function we must not be ina 
hurry to give them complete authority to decide who 
is capable and who is not. 

The House of Delegates was unanimous in de- 
ciding to carry on the trial of the case of the U. S. 
Government vs. the A. M. A. et al. 

Many physicians prefer to attend small meetings 
of special societies. I do believe, however, that the 
A. M. A. meetings offer more in professional edu- 
cation than any of the smaller societies. 

Respectfully submitted, 
Wm. P. Burrum, M.D., 
Alternate Delegate 





PROVIDENCE MEDICAL ASSOCIATION 


June Meeting 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, June 2, 1941. The meeting was called to 
order by the President at 8:30 P. M. The Secretary 
read the records of the previous meeting which 


were approved. 
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The Secretary reported a communication from 
the United States Service Organization for Na- 
tional Defense calling attention to the Rhode Island 
campaign to raise funds to meet the recreational 
and welfare needs of soldiers and sailors. 

The President announced that Dr. William H. 
Foley, Chairman of the Committee on Legislation, 
had filed a complete report for that committee 
which had been published in the June issue of the 
Providence Medical News. 

The Secretary reported that the Executive Com- 
mittee recommended for election as active members 
in the Association Dr. Nathaniel J. Malinou and 
Dr. George E. Kirk. A motion from the floor call- 
ing for the election of these men was seconded and 
unanimously passed. 

The President announced the appointment of 
Dr. U. E. Zambarano as Chairman of the Com- 
mittee on Tuberculosis to replace Dr. John I. 
Pinckney, who was unable to accept the appoint- 
ment. 

The President announced that Dr. John G. 
Walsh would be chairman of the Association’s 
Committee for the annual Community Fund Cam- 
paign to be conducted early in October, and it was 
requested that the members of the Association who 
are asked to serve on this committee cooperate fully 
in this important community work. 

The President introduced Dr. Michael Di Maio, 
who presented a case report on “Addison’s Disease” 
which had been selected by the Committee con- 
ducting the Association’s prize contest for interns 
and house officers. 

Dr. Di Maio presented a typical case which had 
been completely and carefully studied and which 
illustrated clearly the dramatic response to desoxy- 
corticosterone acetate. It also illustrated the effects 
of temporary overdosage, consisting primarily of 
edema with basal rales, increase in the heart size, 
and rapid gain in weight. The patient was pre- 
sented at the meeting. He is well eleven months 
after the subcutaneous implantation of pellets of the 
drug. 

The second paper of the evening “Typhoid 
Fever—Report of an Outbreak in a Mental Hos- 
pital,” was presented by Dr. Louis Goodman. This 
paper was the summation of a two-year clinical and 
pathological study at the Rhode Island State Hos- 
pital for Mental Diseases made by Louis Goodman, 
M.D., Pathologist, Catherine Zouraboff, M.D., 
Senior Physician, James H. Fagan, M.D., Visiting 
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Surgeon, and Miss Annettee Rivard, M.A., Med- 
ical Technician. 

A complete study of all aspects of the outbreak 
was presented. In their experience, all permanent 
carriers had positive cultures of typhoid bacilli 
from the bile. Soluble iodophthalein definitely re- 
duced the number of positive cultures in the carriers 
but sulfonamide drugs were of no value. As a last 
resort, nine cholecystectomies were performed, and 
those who survived were cured. It was suggested 
that the carrier state may be more common in older 
patients because of the presence of gall bladder 
disease and gall stones. The paper was discussed by 
Drs. Fitzpatrick and Grover. 

The third scientific paper, on the topic ‘““Compara- 
tive End Results of Transurethral and Surgical 
Prostatectomies,” was presented by Dr. Eric P. 
Stone. 

One hundred resections by the transurethral 
method and one hundred prostatectomies by the 
perineal or suprapubic routes were compared. It 
was concluded that the method of choice depends 
on the conditions presented by each patient and 
that often an open operation presented less hazard 
and better promise of cure than did transurethral 
resection. 

The meeting adjourned at 10:30 P. M. 

Collation was served. Attendance, 65. 

Respectfully submitted, 
FRANK B. Cutts, M.D., Secretary 





AMERICAN MEDICAL ASSOCIATION 
DIRECTORY INFORMATION 


About September 1, an information card will 
be sent from the headquarters office of the Ameri- 
can Medical Association to every physician in 
the United States and Canada. The information 
secured is to be used in compiling the Seventeenth 
Edition of the American Medical Directory. 

The directory is prepared at regular intervals in 
the Biographical Department of the American 
Medical Association. The last previous edition 
appeared in 1940. This volume is one of the most 
important contributions of the American Medical 
Association to the work of the medical profession 
in the United States ; it has been especially valuable 
in the medical preparedness program. In it, as in 
no other published directory, are dependable data 
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concerning physicians, hospitals, medical organiza- 
tions and activities. The directory provides full 
information concerning medical colleges, speciali- 
zation in the field of medical practice, memberships 
in special medical societies, tabulations of medical 
journals and medical libraries and, indeed, prac- 
tically every important fact concerning the medical 
profession in which any one might possibly be 
interested. 

Before filling out the information card, read the 
instructions carefully. Physicians are especially 
urged to state whether or not they are on extended 
active duty for the medical reserve corps of the 
United States Army and Navy. Fill out the card 
and return it promptly whether or not a change 
has occurred in any points on which information is 
requested. If a change of address occurs before 
March 1, 1942, report it at once. Should you fail 
to receive a card before the first of October, write 
at once to the headquarters office stating that fact 
and a duplicate card will be mailed. 





EXAMINATIONS FOR MEDICAL POSITIONS 
ANNOUNCED BY CIVIL SERVICE COMMISSION 


Examinations for three types of medical posi- 
tions in the Government service have just been an- 
nounced by the Civil Service Commission. This is 
another indication of the great demand for tech- 
nically trained personnel of every kind in the de- 
fense program. Each of these positions has been 
open to competition within the past year, but the 
demand grows even faster than the supply. 

Junior medical officer positions at $2,000 a year 
will be filled at St. Elizabeth’s Hospital in Washing- 
ton, D. C. There are two types of interneship: 
Rotating and Psychiatric Resident. The rotating 
interneship consists of four months of surgery, 
acute medical service, and of chronic medical serv- 
ice ; two months of obstetrics and of pediatrics, on 
affiliation; three months of general laboratory 
work; and six months of psychiatry. To qualify, 
applicants must be fourth-year students in a Class 
A medical school. Applicants must show comple- 
tion of the course prior to June 30, 1942, before 
they may enter on duty. Graduates in medicine who 
have already served an accredited rotating interne- 
ship are offered a postgraduate interneship of one 
year of psychiatry (American Medical Association 
Classification 2, Type B). To qualify for this type 
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of appointment, applicants must have completed 
their fourth year of study in a Class A Medical 
school subsequent to December 1935 and must have 
either a B.M. or M.D. degree. Applications will be 
accepted at the Commission’s Washington office 
until NovEMBER 15, 1941, and will be rated as soon 
as practicable after receipt. 

Medical technical assistant positions at $2,000 a 
year and medical guard-attendant positions at 
$1,620 a year will be filled in the Mental Hygiene 
Division of the U. S. Public Health Service. Appli- 
cants must be registered graduate nurses, or have 
been honorably discharged (within the 10 years 
immediately preceding date of receipt of applica- 
tion) from active service in the Medical Corps of 
the Army or Navy, or have had three years’ serv- 
ice as guard-attendant in a Federal penal or cor- 
rectional institution. In addition, for the technical 
assistant, applicants must show that their expe- 
rience has included one year of responsible training 
or experience in Clinical Laboratory Technique, 
Pharmacy, or X-ray Laboratory Technique. Ap- 
plications will be accepted until further notice. 
Persons who were rated eligible for these two posi- 
tions in the examination which closed in February 
of this year need not apply for this new examina- 
tion as eligibles from both examinations will be 
combined on the new register. 

Further information and application forms may 
be obtained at any first- or second-class post office 
or from the Civil Service Commission in Washing- 
ton. Qualified persons are urged to file their appli- 
cations at once. 





PHYSICIANS CASUALTY ASSOCIATION 
REDUCES RATES 
“The Physicians Casualty Association of Amer- 
ica has made a reduction in the $25.00 per week 
accident and health insurance, of $1.00 per year; 
in the $50.00 per week accident and health insur- 
ance, of $2.00 per year and in the $75.00 per week 
accident and health insurance, of $3.00 per year.” 





RECENT BOOKS 


CANNED Foop REFERENCE MANUAL 


Recognition by the Quartermaster General in Washing- 
ton was recently given to the “Canned Food Reference 
Manual.” The American Can Company was authorized 
to send copies of the manual to the Commanding General 
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and the Quartermaster at each Corps Area Headquarters : 
one to the Medical Officer and the Quartermaster at each 
of the Posts, Camps and Stations of the Army ; and one to 
the Commanding Officer at the various Purchasing Depots 
of the Army throughout the country. 

Before going to work for national defense, this manual 
was distributed to some 115,717 professional people, such 
as doctors, public health officials and others in positions to 
supply the real facts on canned foods as well as to aid in 
dispelling the old suspicions. It should prove equally valu- 
able in the Army where variety, nutritive values, costs and 
time-saving are important considerations. Canco’s Research 
Department assembled the material and the text is approved 
by the Council of Foods of the American Medical Asso- 
ciation. 





Tue AMERICAN ILLUSTRATED MepicaL Dictionary: A 
complete Dictionary of the terms used in Medicine, 
Surgery, Dentistry, Pharmacy, Chemistry, Nursing, 
Veterinary Science, Biology, Medical Biography, 
etc. By W. A. Newman Dorland, A.M., M.D., 
F.A.C.S., Lieut.-Colonel, M.R.C., U. S. Army; 
Member of the Committee on Nomenclature and 
Classification of Diseases of the American Medical 
Association; Editor of the “American Pocket Med- 
ical Dictionary”. With the Collaboration of E. C. L. 
Miller, M.D., Medical College of Virginia. Nine- 
teenth Edition, Revised and Enlarged. pp. 1647 with 
914 illustrations, 100 in colors, 269 portraits, 100 
elaborate tables. Choice of Flexible or Stiff Bind- 
ing. Plain, $7.00, Thumb-indexed, $7.50. W. B. 
Saunders Company, West Washington Square, Phil- 
adelphia, 1941. 

Dorland’s American Illustrated Medical Dictionary has 
been a standard work of reference for more than forty 
years. For the nineteenth edition the work has been thor- 
oughly revised and more than 2000 new words added. The 
type is clear. The book is substantially bound to withstand 
the constant use which it merits. The number of new 
medical words indicates the steady advance in medical 
science. Descriptive words prevent circumlocution and 
thus tend to simplify rather than to render medical litera- 
ture more complicated. It is fortunate that the popularity 
of this work makes frequent revision possible. The nine- 
teenth edition is indispensable for an up-to-date medical 
library. 





A PrIMer For DIABETIC PATIENTS. By Russell M. Wilder, 
M.D., Ph.D., F.A.C.P. Seventh Edition, Reset. 
pp. 184, with 8 illustrations, a color plate, and tables. 
Cloth, $1.75, W. B. Saunders Company, Philadel- 
phia, 1941. 


Dr. Wilder’s “Primer for Diabetic Patients” is a physi- 
cians aid in the treatment of his diabetic patients. It has 
gone through seven editions in the last twenty years. The 
primer, designed for the instruction of diabetics, treats 
of the tests for sugar in urine, of the administration of 
insulin, and of proper diabetic diets. -Complications of 
diabetes are treated to the extent of warning patients how 
to avoid them. The book is clear, non-technical, and 
authoritative. 








